JHS(E)
The use of interference screw fixation in the modified Brunelli technique for scapholunate dissociation Dear Sir, The modified Brunelli technique for scapholunate interosseus ligament reconstruction is used commonly. While cadaveric and short-term clinical studies report favorable radiographic and clinical outcomes using the modified Brunelli tenodesis (Links et al., 2008) , published literature suggests that it does not maintain the normal carpal relationships over time (Chabas et al., 2008) .
Theoretically, the use of interference screws to secure the tendon reconstruction to bone may offer a more anatomic reconstruction over time, as it creates a theoretically better environment for tendonto-bone healing at the original sites of attachment of the native scapholunate (SL) ligament. This has been shown in reconstruction of ligaments in the knee and elsewhere (Kraeutler et al., 2013) .
The aim of this study was to assess the strength of a method of interference screw fixation of the flexor carpi radialis tendon autograft to both the scaphoid and lunate, in comparison with the modified Brunelli technique, in a cadaveric model of SL dissociation.
Ten fresh-frozen cadaveric forearms without radiographic evidence of scapholunate instability were obtained. Each forearm was secured to an external fixator apparatus and a force was applied to the forearm tendons to move the wrist from neutral into flexion, extension, ulnar deviation, a clenched fist view, and a clenched pencil view (modified clenched fist view with forearm in pronation, hand gripping a pencil, and index fingers closely apposed). Individual 2.5 or 5 lb weights (for a total of 20 lb or 89 N) were applied to the tendons to achieve the desired positions. Pilot testing determined that the sum force of 89 N was more than sufficient to allow maximum wrist excursion in each of the positions. The wrists were assessed in four conditions: the native preinjury wrist; the wrist with the SL interval sectioned; following the modified Brunelli tenodesis; and following the modified Brunelli tenodesis with interference screw fixation. Posteroanterior and lateral radiographs were obtained to measure the SL intervals and the SL angles.
To simulate SL instability, the SL interosseus ligament was completely divided through a small dorsal incision over the SL interval, and the dissection continued around the scaphoid to release the dorsal radiocarpal, dorsal intercarpal, radioscaphocapitate, and scaphotrapezial ligaments.
The modified Brunelli tenodesis was performed as described by Garcia-Elias et al. (Garcia-Elias et al., 2006) . Briefly, the flexor carpi radialis tendon slip was passed through the scaphoid tunnel from volar to dorsal, passed over the lunate, looped around the dorsal radiotriquetral ligament, and sutured onto the lunate using a 2.4-mm suture anchor (Arthrex Inc., Naples, FL). The modified Brunelli repair was undone and a second reconstruction was performed fixing the flexor carpi radialis tendon graft to both the scaphoid and lunate using tenodesis screws. The previously drilled scaphoid tunnel served as the site of scaphoid interference screw fixation, while a 3.5-mm drill was passed over the lunate suture anchor hole to create a trough for lunate interference screw fixation. The tendon was secured down to the scaphoid trough using a 3 × 8 mm polyetheretherketone (PEEK) tenodesis screw (Arthrex Inc., Naples, FL). The tendon graft was looped around the dorsal radiotriquetral ligament and secured down to the lunate trough using another 3 × 8 mm tenodesis screw.
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Our results demonstrated that the modified Brunelli tenodesis and the interference screw fixation technique provided similar restoration of the normal SL interval and angle (Figure 1 ). There were no significant differences in the SL intervals and angles between the pre-operative specimens in any wrist position and either reconstruction or between the reconstructions.
Our data indicate that the tenodesis screw reconstruction performs comparably with the modified Brunelli technique in restoration of the SL interval and angle. This technique creates the possibility of tendonto-bone healing at the dorsal SL ligament native attachment points. Interference screw fixation forces the tendon into the bone at the attachment site, which may promote osteo-integration as in reconstructions at other joints. Over time, this technique may be superior to previously described techniques owing to this difference.
Trans-scaphoid-perilunate dislocation with an ulnar nerve injury
Dear Sir, Lunate and perilunate dislocation account for only about 10% of all carpal injuries (Minami and Kaneda, 1993) . Median nerve palsy has been reported before as a complication of lunate and perilunate dislocation (Chen, 1995) .We found no previous case reports of ulnar nerve palsy with lunate or perilunate dislocations in the English-language literature review.
A 33-year-old construction worker had severe wrist pain and deformity of the left wrist after falling 2 m from a scaffold. Examination showed swelling of the left wrist. A bony protrusion was found in the wrist crease (Figure 1(a) ), along with paraesthesia and a claw deformity of the ring and little fingers, but no alteration in circulation. Radiographs revealed a fracture of the scaphoid and proximal-palmar dislocation of the proximal pole of the scaphoid and the lunate (Figure 1(b) ). At operation, the wrist was explored through a palmar approach; the proximal part of the scaphoid and the lunate were seen in subcutaneous tissue. They were pressing on the ulnar neurovascular bundle (Figure 1(c) ). After reduction the scaphoid fracture was fixed with a cannulated screw. The lunotriquetral joint was stabilised with a K-wire (Figure 1(d) ). The ulnar artery was found to be blocked; the damaged segment was excised and repaired with end-to-end anastomosis. After surgery, the wrist was immobilized in a below-the-elbow cast for 6 weeks.
Five months later, radiographs showed bony healing of the scaphoid without static carpal instability. There were no ulnar neurovascular symptoms and a good functional recovery. This is a rare complication of this complex injury. We recommend immediate open reduction in the presence of neurovascular problems.
